o REPORT OF VISION EXAMINATION 962

A Public Service Agency —4Form-valid-for-6-menths from-examination-date)-.

APPLICANT COMPLETES THIS SECTION

DRIVER LICENSE NUMBER

DATE OF BIRTH (MO.. DAY, YR.) HOME TELEPHONE NUMBER
NAME (FIRST, MIDDLE, LAST)
RESIDENCE ADDRESS cmy STATE 2P CODE
APPLICATION DATE FIELE-OFFIGE

Jau_morfze _rhe w‘_s.fon specialist conducting this examination to provide the Department of Motor Vehicles (DMV) with the following information
for its confidential use (CVC1808.5) in evaluating my ability to safely operate a motor vehicle.

APPLICANT'S SIGNATURE

DATE

OPHTHALMOL OGIST OR OPTOMETRIST COMPLETES THIS SECTION

1. REFRACTION
HAVE NEW DISTANCE LENSES BEEN PRESCRIBED AND FITTED?

(JYes [JNo Ifyes: [JGlasses [Contactlenses [IBieptieFelescope

DATE NEW LENSES WERE PRESCRIBED

CRIBEE-AND EO-45 B =B OSSIE

S¥es- [SNe
AP BIOFTIC TELESGORIG-HENS WAS PREGCRBEBSHT
[(HGalilean [FHeplerian [FPeriscopefiepterian [(F-Sther
DID YOUR PATIENT RECEIVE TRAINING IN USING THE BIOPTIC TELESCOPIC LENS? IF YES. WAS DRIVING INCLUDED IN THE TRAINING?
L Yes [INo Clves [TINo
2. VISUAL ACUITY

DMV MEASUREMENT (ORTHORATER OR EQUIVALENT) CLINICAL MEASUREMENT

Both Eyes Right Eye Left Eye Both Eyes Right Eye Left Eye

Without Lenses F - I8 Without Lenses 20/ 20/ 20/
With Lenses T J- f + With Correction 20/ 20/ 20/

3. VISUAL FIELDS A full visual field examination extending at least 60°, using a standard test object such as a 10mm white mark, must

be performed if any condition exists which might affect peripheral vision. Show the approximate peripheral extent and any scotomas in
the diagram below. | |

LEFT EYE 60 60 RIGHT EYE
Extent: Extent:
Left o 2 T Left
Right Ly | | 1 s e cseeens EGHE
Up — &0 1 T 60 T T 60 — LR Up
Down ————— e ———— Down
[-Ne-eendition exists-thatwould-be-expested
i e ields.

(3iagram-s-attached T I
4. DIAGNOSIS Please indicate the-severity-ofthe vision condition by glaeirgarnumber-i2,or3+nthe box representing the affected eye(s)
j =="TH = Severs o U -| OO - T o E-5€ “ ';"';':.T."r."' ':"‘: 2 L 0 AT

R L R L R L R L R L R rL
Amblyopia g Aphakia Q O Astigmatism O % Cataract a0 Diplopia E C Glaucoma " |
Hyperopia D Hemianopia® L] D Keratoconus Myopia D |:| Nystagmus D Pseudophakia D \’S
Scotoma [:I D Decreased D EI Diabetic E] D Macular D [:1 Retinal D D Strabismus r_i_l | I
Retinitis Og Peripheral Retinopathy Degeneration Detachment
Pigmentosa Vision

Monocular D [ could the condition in the blind eye affect the fellow eye in the future? Olves Cno
When was the monocular vision diagnosed?
Other (L]

‘Hemianopia: Please identify the quadrants affected on the chart above.

5. PROGNOSIS PLEASE ESTIMATE HOW SOON YOUR PATIENT'S VISION SHOULD BE REEVALUATED.
D Stable D Potentially progressive Dlmprovement possible E-Sms- :1 year [:] 2 years E-Hﬁearm [:] Other
6. ADVICE

WHAT ADVICE HAVE YOU GIVEN YOUR PATIENT ABOUT DRIVING?

PRINTED NAME SIGNATURE M.D. OR O.D. LICENSE NUMBER DATE OF EXAM
X |
ADDRESS CITY ZIP CODE TELEPHONE NUMBER

( )
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APPLICANT’S SECTION

Piease complete the drlver I:cense number date of blrth telephone number name and address areas of thts form “Fhe-

Mﬁm&meﬂ%hehﬂae—eﬁrwmw Yuu must sign and date the authonzatlon Ilne '-Fhs-auows

All medical information received by DMV is confidential
under California Vehicle Code Section 1808.5. Please bring the completed form with you when you retum to DMV for further
testing. DO NOT MAIL THIS FORM BACK TO DMV unless asked to do so by a DMV employee. Alterations or erased
information will void this form.

Your vision specialistis-expectedto conduct afuH vision examination. Information from your vision records more than 6 months
old should not be reported on this form.

COMMENTS: Reportany additional information or comments you feel DMV should know conceming your patient’s visual and
perceptual capabilities relating to driving performance. Use an additional sheet of paper to provide this information as well as
existing conditions exist which contribute to poor night vision or poor depth perception. Also note if you have given your patient
advice regarding driving. Any recommendations about the patient’s general safety should also be made. DMV will make the
final licensing decision based on your professional expertise and other information DMV has on your patient.

SIGNATURE: Your signature and address are necessary to validate this report. Please include your physician or optometrist
license number.

Return the completed form to your patient. Your patient is responsible for returning this form to DMV.
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